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Introduction
Giant cell arteritis (GCA) is the most common 
vasculitis of large and medium-sized arteries.1 
GCA was believed to be primarily a disease of 
cranial arteries, particularly the temporal and 
 arteries of the retina and optic nerve.1 Extra-
cranial GCA has been reported in the aortic arch, 
subclavian and axillary arteries.1 A marked 
 elevated erythrocyte sedimentation rate (ESR) is 
typical however a normal or low ESR does not 
exclude GCA.1 
There have been reports of many atypical pre-
sentations of GCA2 but involvement of bilateral 
axillary artery, vertebral artery and coronary 
 artery graft all together has not been reported. 
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Case report
A 71 year old female presented with right facial and hand numbness. Her symptoms resolved yet 
brain MRA showed moderate to  severe stenosis of distal dominant left vertebral artery. Two 
months later she developed pain and color changes in her hands. Past history revealed severe 
 mitral stenosis s/p mitral valve replacement and CABG in 2000 with left internal mammary artery 
(LIMA) graft to the LAD. Cardiac catheterization for evaluation of hypotension and bilateral arm pain 
demonstrated 60 % stenosis of proximal LAD (unchanged from 2000), new 60%  stenosis of RCA 
and circumflex marginal. There were sub-total occlusions (>90%) of both axillary arteries and 85% 
stenosis of the LIMA graft origin.
Rheumatology and vascular surgery consultations suggested GCA. She received prednisone 60 mg 
daily and within one week had bilateral temporal artery biopsies revealing recognizable lymphoid 
aggregates in the adventitia. One week later ESR was down from 39 to 2 and CRP 4.6 to 0.5. Her 
arm pain improved. Vascular intervention was  deferred to prevent vessel rupture secondary to 
acute arteritis. 
Discussion 
Despite reports of more deaths in patients with 
coronary artery GCA2 it is rarely reported in 
practice of cardiology3 and is an under 
 recognized manifestation.4 In this patient, 
CAD was likely due to progression of athero-
sclerosis, but the LIMA graft stenosis was 
caused by GCA. It is critical to diagnose GCA 
 involvement of coronary arteries and bypass 
grafts early, so that treatment is initiated 
quickly and life-threatening complications 
can be  prevented. Surgical intervention should 
be  postponed until inflam matory activity in 
GCA is in  remission following steroid therapy.
